SUMMARY An 8 year old Brazilian girl had an infection, apparently confined to the large intestine, with Paracoccidioides brasiliensis. The symptons were diarrhoea with fresh blood and mucus, severe malnutrition, and a spastic and ulcerated colon. She is making good progress on co-trimoxazole.
weight loss, weakness, and prostration. The disease must be differentiated from tuberculosis and malignant disease.
We here report a case of South American blastomycosis in an 8 year old girl which gave a clinical picture resembling ulcerative colitis. Gut involvement is rare, especially in children, and is almost always associated with lesions elsewhere.
Case report
The patient was referred to our clinic with diarrhoea, failure to thrive, and anorexia. She had the appearance of severe malnutrition (Fig. 1) , and her height (110 cm) and weight (14-8 kg) were below the third percentile for her age (8 years). She was the youngest of five children of middle class parents living in a small town in the north of the state of Minas Gerais, Brazil. The parents and other children were healthy. Her development had been normal until she was 4 years old when, after an attack of measles, she developed diarrhoea. At first the number of motions passed was not very large, but undigested food particles were present. The frequency had increased and at the time of examination she was passing about 10 small motions during the day and three to four during the night. The stools were semi-liquid and contained mucus, blood and occasionally pus. Blood was sometimes passed on its own. There was persistent abdominal pain, and colic when passing motions. Periodically the symptoms intensified and she had increased abdominal distension and fever. She had been given three blood transfusions and had twice been admitted to hospital. Clinical examination showed severe wasting with a distended abdomen, prostration, walking only with difficulty and pallid skin and mucosa. Serum protein determinations gave the following 896 be passed only with difficulty and was passed only as far as the splenic flexure. Superficial and deep ulcerations were seen, together with some normal areas. Biopsies were taken from the edges of the ulcerations.
Histological examination of the biopsies showed blastomycosis with the presence of large numbers of Paracoccidioides brasiliensis (Fig. 3) . The diagnosis was supported by complement fixation which was positive at a dilution of 1/8. A negative test would have made the diagnosis improbable, but infection with other cross-reacting fungi can also give positive tests (see Kaufman, 1972; Fava Netto, 1976 Mackinnon, 1972) . With increased travel the disease is likely to be found more frequently in other countries, and it may persist in a clinically inapparent form for several decades before becoming overt (Mackinnon, 1970) . Tropical parasitic disease (schistosomiasis, amoebiasis, balantidiasis, trichiurasis) would also need to be considered in the differential diagnosis.
The manifestation of infection with Paracoccidioides brasiliensis was highly unusual in this patient. The traditional picture was derived from the study of adult patients (see, for example, Machado Filho and Lisb6a Miranda, 1960; Restrepo et al., 1970) , and it is clear from the work of Castro and Del Negro (1976) that the disease presents very differently in children. In a recent study of paracoccidioidomycosis of the intestine (Fonseca and Mignone, 1976 ) no children were included and only limited attention paid to lesions in other parts of the body. However, they do report seven cases where post-mortem examination showed that the intestinal involvement was confined to the colon and one 16 year old labourer who had involvement of the small and large intestine. In the series of 52 children (aged 14 years and under) studied by Castro and Del Negro the organs most involved were the lymph nodes; in only one of them was abdominal involvement the presenting symptom. In the patient reported here thorough clinical examination revealed no lesions other than in the large bowel.
There remains the problem of the route of infection. Machado Filho and Lisboa Miranda (1960) recorded the organs in which symptoms first developed. These were (in order of frequency) oral cavity, lung, larynx, lymph node, skin, nose, and intestine. They concluded that chewing infected grasses, inhalation, or contamination of skin lesions were the probable routes of infection. Mackinnon (1959) , using very large inocula in mice, concluded that the lung was the only probable portal of entry, and Giraldo et al. (1976) emphasised the role of the lung in their patients (for a general discussion see Furtado, 1975 
